Introduction
============

Health refers to physical, mental and social well-being, not merely the absence of disease or infirmity ([@R1]). Therefore, measuring health and health care impacts must include not only improvements in disease frequency and severity, but also a well-being estimate. This can be done by evaluating the health care- related improvement in quality of life([@R1]). Infection with human immunodeficiency virus (HIV) has been acknowledged as one of the of issues of human Health. Its impacts on the society, culture, economy and politics contribute to an exceptionally serious human health problem ([@R2]). The negative image of becoming HIV-positive and the loss of self-esteem, friendship, support from the family, often at a young age around the moment of diagnosis, can trigger adjustment disorders that could have severe implications if persistent ([@R3]). PLWHA\'s responses to finding out that they were positively infected with HIV/AIDS can be classified into four stages. The first stage was the stage of loss marked by the feeling of not having a life passion, losing social status, losing independence, and fearing the future. The third stage is the rejection stage that is manifested by the depression / stress feeling because they cannot accept the reality. Anxiety is the fourth phase. PLWHA faces uncertainties in their future ([@R4]). Life quality is poor in most HIV patients (63.7%) ([@R5]).

Recent study conducted in Brazil conclude that the quality of life of people living with HIV/AIDS presents losses, mainly in the financial and confidentiality areas, followed by general function of the body and satisfaction with life([@R6]). The study conducted by Hipolito et.al shows relationship between the general perception of QoL and degree of satisfaction with health ([@R7]). The research which done by Surur et.al in Ethiopia presents that the all the domains of health related quality of life was found to be significantly associated with the World Health Organization clinical stage ([@R8]). QoL means had statistically significant correlation to CD4 count in physical health domain in HIV related characteristics ([@R9]).

Quality of Life (QoL) is the perceptions of individuals of their position in life in the context of the culture and value systems they live in and in relation to their objectives, expectations, standards and concerns ([@R10]). The importance of an overall subjective feeling of well-being pertaining to aspects of morale, happiness and satisfaction emphasizes in this definition. QOL, therefore, relates to both an adequacy of material circumstances as to how satisfied an individual is with these circumstances of life. The assessment of QOL aims to provide a comprehensive evaluation of the individual\'s well-being, which includes an assessment of their role functioning, community integration and personal adjustment through reflection on the sense of well-being and satisfaction experienced by people under their current life circumstances ([@R8]). HIV and AIDS do not only affect the physical well-being of PLWHA, but also the overall quality of life and the perceptions of various aspects of their lives and daily living. WHOQOL-HIV-BREF has been created and validated specifically for PLWHA by the World Health Organization; it assesses QoL on the basis of six domains (physical, psychological, level of independence, social interactions, environment and spiritual / belief), and involves HIV / AIDS-specific issues ([@R5]).

The QoL construct also contributes to the understanding of factors related to the existence of people infected by the Human Immunodeficiency Virus (HIV) and the disease which it causes, Acquired Immunodeficiency Syndrome (AIDS). HIV and AIDS have become key issues in the last three decades. More than 34 million people have been infected worldwide. These people are suffering from the disease and their quality of life (QoL) is decreasing ([@R11]). The identification of PLWHA\'s characteristics is needed to improve their quality of life. This study aims to discuss the quality of life of people with HIV/AIDS in Wonogiri District, Indonesia.

Materials and Methods
=====================

**Setting:** The study was done in the VCT Centre of Sudiran Mangun Sumarso Hospital in Wonogiri. It is in the southern part of the Central Java in Indonesia. Wonogiri located at 134.3 km from the regional capital city, Semarang, and 580.4 km from Jakarta. The town had a total population of 80.618, (39.622 males and 40.996 females). There was one public hospital, and 3 private hospital in the town. During this study piloted, there were a total of 372 HIV positive. However, of 372 people enrolled with HIV / AIDS were only 90 people who regularly took medication.

**Study design and period:** A cross-sectional study was conducted in Wonogiri from September to November 2017 to assess quality of life PLWHA.

**Participants:** The population of this study includes 90 people who were members of a peer support group in Voluntary Counselling and Testing (VCT) Sudiran Mangun Sumarso Hospital, Wonogiri. To achieve the objectives of the study, a convenience sampling of 39 People Living With HIV/AIDS (PLWHA) was defined, equivalent to 43.3% of the users registered in the service during the data collection period. The primary criterion for the inclusion of participants in the study was their presence on the days of medical care in the unit.

**Instrument:** Research data were collected using WHOQOL-HIV BREF, the shorter version of WHOQOLHIV. It is validated through an international field trial ([@R12])([@R13])([@R14])([@R15]). Various instruments for measuring QOL have been developed and described, but very few studies had used the WHOQOL-HIV BREF instrument in people living with HIV and AIDS.

The WHOQOL-HIV BREF generated six domain scores, including: physical, psychological, level of independence, social relationships, environment and spirituality/religion/personal beliefs. The domains contain 29 aspects. Five facets are only for people with HIV/AIDS: symptoms, social inclusion, forgiveness and blame, concerns about the future, and death and dying. In addition, there are two questions which assess the overall QoL: Question 1 which investigates individuals\' perceptions of their QoL and Question 2 which evaluates the individuals\' general health perceptions, totalling 31 items([@R10]). The questions are individually scored on a Likert type scale, where 1 indicates low negative perceptions and 5 indicates high positive perceptions and the scores range from 4 to 20 points, reflecting the worst and the best QoL, respectively. It is designed to be self-administered. Therefore, the researcher was with the respondents when they filled the questionnaire. The researcher also provided clarifications where necessary.

**Procedure:** The subjects were invited to participate in the study while they were waiting for consultation with an infectious disease specialist in the waiting room. All the subjects were informed about the purpose of the study. After obtaining the informed consent, they were filled the questionnaire. The data collection was carried out from September to November 2017 on Thursdays, the days of medical consultations, favouring the encounter with the largest number of registered clients.

**Definition of operational Quality of Life:** QoL is defined a **low** if the score between 4 and 9.9, intermediate if it is from 10 to 14.9 and high if the score 15 to 20.

**Ethical clearance:** After explaining the research objectives, we obtained informed consent from each participant. Ethical permission to carry out this study was granted by the Department of Research and Community Engagement, the School of Nursing, Giri Satria Husada Wonogiri. The confidentiality of the data was ensured for all participants.

**Data Analysis:** The data were organized and coded in Excel spreadsheets and exported to the Statistical Package for the Social Sciences (SPSS) version 20.0 program. For the descriptive statistics, the absolute and relative frequency, mean, standard deviation, coefficient of variation, and minimum and maximum values were used ([@R7]). Quantitative data are presented as means ± standard deviations (SD) while qualitative data are presented in terms of frequencies and proportions. A linear regression was used to evaluate factors that correlate PLWHAs\' quality of life. In this study, the threshold of statistical significance was set at p value less than 0.05 ([@R16]).

Results
=======

[Table 1](#T1){ref-type="table"}. describes the sociodemographic data of the participants. The mean age was 40.56 ±3.76 years of the 39 participants: 59% were males and 41% were females. In terms of marital status, 18% of the participants were single, 59% were married and 23% were widows/widowers, 20.5% of the respondents had low education background and 79.5% of the respondents had high education background. In relation to HIV Status, 61.5% of the participants had no symptom and 38.5% showed symptoms. The mean of the time they were first diagnosed was 6.15 ± 2.97 years and the mean time period they were diagnosed with HIV was 6.41 ± 3 years.

###### 

Participants\'sociodemographic variables, medical status, coping mecahnism, symptom and time periode

  Variable                              n              \%
  -------------------- ---------------- -------------- ------
  Age                  M ± SD           40.56 ± 3.76   
  Gender                                               
                       Male             23             59.0
                       Female           16             41.0
  Marital status                                       
                       Single           7              18
                       Married          23             59
                       Widow/ Widower   9              23
  Education                                            
                       Low              8              20.5
                       High             31             79.5
  Sympton              No Symptom       24             61.5
                       Show Symptoms    15             38.5
  First Diagnose       M ± SD           6.15 ± 2.97    
  Time Period (year)   M ± SD           6.41 ± 3.00    

Note: M= Mean; SD= Standard deviation.

The distribution of the parameters related to the WHOQOL-HIV BREF domains is presented in [Table 2](#T2){ref-type="table"}. The perception of intermediate QoL was revealed in all six domains investigated. Regarding the gross mean scores, it was observed that the highest ones were assigned to the social relationships domain (13.59), which evaluates the perception of the respondents regarding personal relationships, social support, social inclusion, and the psychological domain (13.31).

###### 

Distribution of the scores among people living with HIV/AIDS, according to the WHOQOL-HIV BREF[\*](#TF1){ref-type="table-fn"}

  Domain                       No. Items   Mean    SD      Variance   Min   Max
  ---------------------------- ----------- ------- ------- ---------- ----- -----
  Social Relationships         4           13.59   3.912   15.301     7     20
  Psycological                 5           13.31   3.019   9.113      6     18
  Environment                  8           13.28   2.513   6.313      7     19
  Spiritual/Personal Beliefs   4           13.15   4.215   17.765     6     20
  Physical                     4           13.10   3.127   9.779      7     20
  Level of Independent         4           13.08   3.199   10.231     7     20

WHOQOL-HIV BREF: World Health Organization Quality of Life instrument-HIV BREF.

It assesses positive feelings, thinking, learning, memory and concentration, self-esteem, bodily image and appearance and negative feelings. Environment domain (13.28) is related to the perception of physical security, housing, finance, access to quality services, access to information, leisure, physical environment and transportation. Spiritual/personal beliefs domain (13.15), similar to personal beliefs, evaluates the perception regarding the feelings of forgiveness and blame, concerns about the future, and death and dying. The lowest means were assigned to the physical domain (13.10) which evaluates pain and discomfort, energy and fatigue, sexual activity, sleep and rest, and sensory function, and the level of independence domain (13.77). It assesses the perception of the respondents regarding their mobility, daily living activities, dependence on medication or treatment and ability to work. A regression model was used to examine factors related to PLWHAs\'quality of life. The results are presented in [table 3](#T3){ref-type="table"} - the symptom of HIV associated with quality of life (*B = 7.611, β = 0.362, t = 2,046, p value = 0.049*).

###### 

Linear regression of factors Correlating PLWHAs\' quality of life (n = 39)

  Variable         Quality of Life                                                           
  ---------------- ----------------- ------- -------- -------------------------------------- ------------------
  Gender           −6.622            0.192   −1,098   0.281                                  −18.923 -- 5,680
  Age              0.072             0.045   −0.245   0.808                                  −0.668 -- 0.525
  Marital Status   3.774             0.142   0.759    0.454                                  −6.373 -- 13.921
  Education        7.963             0.189   1,066    0.295                                  −7.276 -- 23.201
  Sympton          −7.611            0.362   −2,046   0.049[\*](#TF2){ref-type="table-fn"}   −15.198 -- 0.024
  First Diagnose   −0.086            0.012   −0.033   0.974                                  −5.471 -- 5.299
  Time Period      −0.480            0.086   −0.234   0.817                                  −4.673 -- 3.712

p \< 0.05. CI= Confidence interval.

Discussion
==========

The mean age of the respondents was ± 37.6 years. This result aligns with the current data from the Ministry of Health, indicating that HIV infections within the period of 2010 to 2014 mostly happened to individuals in the age group of 25--49 years([@R17]). The early adulthood stage i.e. at 31 -- 40 years of age are regarded as time to get new social life, that is to play a role as a husband or wife, parents, worker, or breadwinner([@R18]). This indicates that in the productive age, risk factors that cause HIV / AIDS come from social factors, either internally or externally. Pressure from peers to do sexual intercouse, rape, sexual violence at young age generally lost price and feelings of control over their own lives, which then increases the risk of drug abuse and the sex life earlier and exposed to HIV([@R19]).

In terms of gender, there were more male respondents than the female ones. This aligns with the research conducted by Hardiansyah on the quality of life of people living with HIV and AIDS in Makassar based on gender, which indicated that most of the respondents were males (71.4%) and the female respondents were only 6 (28.6%)([@R20]). The difference in terms of the number of proportions did not affect the quality of life of PLWHA as indicated by the results of the 6 domains. The quality of life of PLWHA, both men and women, was in the intermediate category. This study contradict previous studies that show differences in the assessment of QoL between genders ([@R21]),([@R22]).

In terms of marital status, most of the respondents are married. This supports the previous research on factors which affect the quality of life of people with HIV/AIDS (PLWHA) at the Peer Support Foundation Group Care in Makassar City in 2014, From the statistical analysis performed using ANOVA test, the result p (0.208) \> 0.05 was obtained, showing no significant differences ([@R23]). Based on the level of education, the respondents were in the high education category.

The result of quality of life assessment of PLWHA with WHOQOL-HIV BREF showed that social domain got the highest score in this study. Based on the deep question how satisfied PLWHA with their personal/social relationship, most of them answered satisfying. The results of this study align with previous research on factors affecting the quality of life ([@R23]).This result contradicts a previous study showing that half of the respondents had a substantial impact on social relationships with relatives and/or friends ([@R24]).

Psychological domain got the second highest score. This is because PLWHA can enjoy their life like other normal people who do not have HIV/AIDS. With regard to the way they enjoy life, most of the PLWHA answered that they follow Peer Support Group (PSG); they meet, communicate, open each other, and exchange information about the disease. Based on the question of how often they have negative feelings such as feeling blue (loneliness), despair, anxiety, and depression, the majority of the respondents answered that they rarely have such feelings, because PSG plays an important role in building the self-concept of PLWHA in developing confidence, changing the perception and behaviour of PLWHA through counselling and study club. They obtained a lot of experience and care support from fellow PLWHA and counsellor. They thought that HIV/AIDS is not the end of their life. There are many things that can be done despite the positive diagnosis. This is what makes people living with HIV do not feel despair, worry, depression, loneliness, and try to commit suicide because they gets support from the significant other. The results of this study contradict previous research in terms of psychology as 16 or 76.2% fall into the category of poor quality of life for the question of how often to enjoy life and how often concentrate on only 1 respondent (4.8%) who answered the category very often ([@R20]).

Based on the question how safe PLWHA in their environment, most of respondent answered in the medium status. PLWHA has no difficulty to cooperate with the community. PLWHAs can work together well in their place of work without any discrimination from other colleagues, although the identities of those people living with HIV/AIDS have been revealed, they can still get along and adapt easily with the community, by maintaining their behaviour of good behaviour. The results of this study contradict with previous study that people only know about HIV and AIDS is limited to infectious diseases and harmful sufferers. However, most people still do not understand correctly the factors of spread and how to overcome them. The existence of this lack of understanding leads to overprotective attitude towards people living with HIV ([@R20]).

The fourth highest score of QoL from this study is spiritual/personal beliefs domain; PLWHA felt that their life is less. They are often worried about the future especially with death. If they are worried about their future, they tend to worship or get closer to God according to their religion. This activity can affect the quality of life of PLWHA who will feel calmer and not worried about the future, especially with death. Spirituality and religion have traditionally played a major role and have contributed to their quality of life (QOL) and are also very important for PLWHA ([@R25]).

Physical and level of independent domain obtained the lowest score because there are some respondents who have not been able to accept the fact that they have HIV and sometimes do not take ARVs regularly ([@R23]). Based on the assessment results from the level of independence domains, most respondents have a moderate QoL. The previous research mentioned that the level of independence of patients in the association is very bad that is equal to 38.1% and only 4.8% of respondents have very high social skills ([@R20]).

The average of quality of life of PLWHA based on the six domains is intermediate. The analysis of the gross mean showed that the better assessments of QoL in the group were associated with the perceptions of the respondents regarding personal relationships, and social support. Meanwhile, the lower scores indicate that this relationship may have a connection with the issues surrounding the use of antiretroviral therapy and its impact on life in general (level of independence domain).

The result of regression test shows that symptoms of HIV have a correlation with QoL PLWHA. This result is similar to that of a previous study describing asymptomatic respondents who enjoyed better QoL in the domain of physical and level independence and had better perception regarding QoL and general health than the respondents of symptomatic ([@R26])([@R27])([@R28])([@R29]). The explanation of this finding is that those who are sick are burdened with physical symptoms of the disease ([@R30]).

Despite the results, the study still has some limitations. The research participants were recruited from a reference service which tends to present individual samples with better living and health conditions. This aspect might affect the overestimation of Qol scores which may not reflect the Indonesian population in general. However, the scores explain QoL and its relationship with socioeconomic aspects of PLWHA with regard to the epidemic of HIV in the Indonesian population.

Furthermore, healthcare providers should increase provider-initiated testing and counselling (PITC) to contracting group, high risk group, susceptible group, and the community. People living with human immunodeficiency virus/AIDS (PLWHA) are recommended to join peer support group (PSG) actively so that they can improve their quality of life.
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